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In calling your attention to this mode of treat¬
ment I hope to convince you that it is superior
to any other method, that you will not condemn
it untried as an old doctor friend of mine did, and
who said to me, "Doctor, it may be all right, but
I do not think it will do because I have not tried
it myself." Give it a fair trial and you will be
convinced that it can be carried out in a simple
manner and that it is better and far superior to
any other method, by being adapted to everyform of fracture of the forearm, except that of the
olecranon process of the ulna.
The splint is made of two pieces of board fas¬
tened together securely at right angles. The
shorter piece extending up the back of the arm
about two-thirds the distance from the elbow to
the shoulder, and the longer piece extends along
the back of the forearm to four inches beyond the
tips of the fingers. These pieces should be one
inch wider than the arm and forearm and also
well padded. The dressing of the limb is carried
out in the following manner:
i. Two strips of strong adhesive plaster are
applied longitudinally to the dorsal surface of
the hand, commencing at the wrist or higher up,
if the fracture is located higher, and extending
beyond the tips of the fingers, are tied together
at their free ends, forming a loop.
2. Two strips of adhesive plaster are applied in
the same manner to the palmar surface of the
hand and tied together.
3. The splint being well padded is applied to
the dorsal surface of the arm and forearm. A
broad piece of adhesive plaster is applied to the
radial side of the forearm above the point of fract¬
ure and carried around behind the elbow and
splint to the same point on the ulnar side, that
it started from on the radial, and fastened. Crossed
strips of plaster are also applied to keep the ends
of the broad piece in place.
4. Another broad band of adhesive plaster
fastens the arm to the upper part of the splint,
and in addition I have been accustomed to throw
a bandage around this part of arm and splint,
5. After the plaster is well set, the end of apiece of elastic rubber webbing, on the other end
of which a buckle is fastened, is passed from the
under surface through the opening in the end of
the splint through the loops formed by the two
strips of adhesive plaster on the dorsal surface of
the hand, thence back through the opening in
splint and carried forward over the end of splint,
and back through the loops formed by the strips
of plaster on the palmar surface of the hand, for¬
ward towards end of splint; and fastened by thebuckle attached to the other end of this elastic
band or strap.
The advantage of this procedure is, that should
either the dorsal or palmar strips of adhesiveplaster become relaxed or loosened, one or the
other can be tightened without disturbing or
affecting the other.
6. Thus having made extension and counter-
extension, supination is easily accomplished by
means of a strap of adhesive plaster one and a
half inches wide applied to the carpal or bulbar
portion of the hand, passing from the radial side
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backwards around the splint to the ulnar side and
thence to the front of the hand overlapping the
place of starting. No other dressing is necessary
except in cold weather; it is well to throw a ban¬
dage around the limb to protect it from the cold.
In all cases of fracture of the forearm there
should be a careful reduction of the broken frag¬
ments before the splint is applied. This is especi¬
ally true in regard to cases of fracture of the
lower end of the radius and, in addition, when
the fracture occurs at this region of the radius
there should be a careful examination in regard
to whether the ulnar is dislocated or not, and if
found dislocated it should be reduced before any
dressing is applied to the limb.
In every case of fracture of the radial shaft or
of both bones that I have seen and examined,
when they have been treated by either the anterior,
or posterior, or both anterior and posterior com¬
bined, or pistol-shaped splint in the semi-pronated
position, have shown more or less loss of supina¬
tion, while pronation has not been affected un¬
less there has been an anchylosis between the
radius and ulna. The only way that this serious
impairment to the rotation of the arm can be pre¬
vented is by forced supination of the lower frag¬
ment so that its plane may correspond with the
supine position of the upper fragment.
Should the fracture occur at any point between
the places of insertion of the tensor and quad-
ratus muscles, and when the lower fragment is
brought into a supine position, there should notbe perfect supination of the upper fragment, it
can be remedied by applying a band of adhesive
plaster just above the point of fracture in the
same manner as before directed to apply it to the
hand to bring about supination. Yet in the
cases which I have treated this extra piece of
plaster has not been necessary.
This question of supination is not new, for it
was recognized by 'Hippocrates and his con¬
temporaries, and by many surgeons since then.
Probably Mr. Lonesdale, among modern sur¬
geons, deserves more credit than any other for
his researches and calling the attention of the
profession to the importance of the supine posi¬
tion in treating fractures of the forearm. It is
surprising that modern authors, while recog¬
nizing the importance of this position, have not
had the courage to come out firmly, condemning
any other mode of treatment. Is it because that
there are so many imperfect results from the
methods of treatment that have been in vogue
that they are afraid that they may be in danger
of encouraging suits for malpractice? There
seems no good reason why any one should cling
to any form or method of treatment, which is
acknowledged to give, in a majority of cases, im¬
paired motion.
Every surgeon and anatomist recognizes the fact
that the radius and ulna are as widely separated in
the supine as in any other position of the two bones,
and therefore in as little danger of an anchylosis
taking place as if they were dressed or placed in
a semi-pronated position.Some who have not tried this mode of treat¬
ment may think that an arm dressed in a supi-
nated position is less comfortable than in semi-
pronation. This is a false conclusion—as the
writer can testify from a personal experience;
nor has he ever heard a patient complain on
account of the arm being dressed supine but, on
the contrary, in each and every case, the patients
have expressed themselves gratified with the
ease and comfort experienced from this mode of
dressing.
For my own part I have never been able to
comprehend why the pistol splint should havebeen invented or used in cases of fracture of the
lower end of the radius, as it forces the hand into
a constrained, painful and unnatural position.
The surgeons who employ the pistol-shaped
splint have deluded themselves into the belief
that by forcing the hand into this constrainedposition, that they are enabled to elevate the
upper end of the fragment. They appear to for¬
get the important fact that in fractures of the lower
end of the radius, that there is always more or
less dislocation of the ulna and laceration of the
radio-ulnar and other ligaments at the wrist-joint, so that there is no means or fulcrum by
which the necessary force can be applied to ac¬
complish their object. The man who first used
the pistol-shaped splint must have been studying
the times of the Inquisition to have found such a
relic of barbarity. The sooner it is abandoned
in practice the better it would be for humanity.
It is a false assumption that by means of the an¬
terior-posterior splints, the radius and ulna canbe forced apart, unless so much pressure is made
that it will impair the circulation and jeopardize
the vitality of the parts; moreover, only the
slightest pressure on the wrist can be tolerated
for any length of time.
Another serious objection to both the anterior-
posterior and pistol splints, is that the forearm is
completely enveloped with bandages, and the
condition of the fracture and limb cannot be ex¬
amined, at any time, without removing all dress¬
ings and splints. Neither of these two kinds of
splints are applicable to cases of fracture of bothbones nor to cases of compound fractures where
drainage is necessary, I question whether there
ever has been a case of fracture of the shafts of
both radius and ulna, treated by the anterior-pos¬
terior splints, that has recovered without more or
less deformity and loss of motility, especially su¬
pination.
The broad angular splint and mode of dressing
to which attention is called, allows an inspection
of the broken limb at all times without removing
the dressings or splint, and by making the neces-
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sary opening in the splint affords the means for
perfect drainage in cases of compound fractures.Dressed in this manner the fragments, in cases
where both bones are broken, would be supinated
and extended by the extension and counter-ex¬
tension so that there would be no shortening
caused by the overlapping of the broken ends,
nor loss of supination from the upper fragments
being supinated while the lower fragments are
semi-pronated. If this angular splint is used, it
will be impossible for any deviation of the frag¬
ments from any improper pressure of the sling in
which the limb is carried, for the splint being
made longer and wider than the arm and hand,
the extension and counter-extension keeps the
broken bone or bones fixed fast between two
fixed splints, so that they cannot sag either to¬
wards the radial or the ulnar side of the splint,
and thus receive any pressure from the sling on
the hand or the shaft ot the bone which will be
detrimental.
It is easily understood, that when one or both
bones are broken, and there is a tendency for the
broken ends to crowd together, there is no means
so efficacious for their separation as extension
and counter-extension acting through the stretch¬
ed muscles and connecting tissue by which the
muscles attached to the bones, will draw the
fractured ends apart, better than can be obtained
from pressure by compresses, even when carried
to such a degree that it is dangerous to the vital¬
ity of the limb. This is equally true in those
cases of fracture of the lower end of the radius
when it has been supposed that the upper end of
the lower fragment will be drawn towards the
ulna by the quadratus muscle. Whether this de¬
viation can take place I question, for there is no
interosseous space between the two bones at this
place, so that such a deviation seems impossible,but granting that it does take place is there any
means which will so well and effectually over¬
come it as extension and counter-extension and
forced supination acting through and assisted by
the stretched muscles, tendons and connective
areola tissues surrounding the parts involved.
It is a well known fact, that with the ordinary
way of treating Colles' and other fractures and in¬juries of the wrist-joint, there often remains in
many cases, for a long time, if not permanent,
more or less swelling, commencing at the upper
margin of the annular ligament and extending
upwards, caused by an effusion of lymph into the
sheaths of the tendons and the areolar tissue
around them. The anchylosis and permanent
impairment of the wrist-joint, and in the use of
the fingers, which frequently follows, can be
prevented if treated as I have suggested in this
paper; for passive motion can be made of the
fingers and tendons from the time of the accident
and the condition of the injured parts can be in¬
spected daily, so that if the effusion of lymph and
swelling becomes too great, application of reme¬dies, which favor absorption, can be made with¬
out disturbing the dressings or splint.Finally, what are the advantages claimed for
this mode of treatment ?
i. It is suitable to every form of fracture of
the forearm, whether of one or both bones, either
simple or compound, except that of the olecranon
process of the ulna.
2. The apparatus is simple in construction and
easy to apply.
3. It is more rational and meets all indications
better than any other splint or form of dressing.
4. It meets and overcomes that impairment of
motion, so frequently met with by surgeons, in
fractures of the radius or radius and ulna, i. e.,
loss of supination while pronation remains intact.
5. Because with its employment, passive mo¬
tion can be commenced from the time of the acci¬
dent and thus afford the best means of prevent¬
ing anchylosis and stiffening caused by effusioninto the sheaths of the tendons, impairing the
usefulness of the wrist, hand and fingers.
6. The condition of the injured limb or fract¬
ure can be examined at all times, and, if desir¬
able, local applications can be made of remedies
which combat inflammation and favor the absorp¬
tion of any exudation that may have taken place,
without disturbing the dressing or apparatus.
7. The same splint and dressing can be used
with equal benefit in all cases of dislocations or
injuries at or of the wrist-joint.
I believe that I was the first, in my inaugural
thesis (College Physicians and Surgeons, Medical
Department of Columbia College, New York) in
March, 1869, to call attention to the importance
of treating fractures of the forearm by extension,
counter-extension and forced supination. In the
same year Mr. Frank Hamilton's attention was
called to the use of this splint and mode of treat¬
ment. Since 1870, in all editions of his great
work on "Fractures and Dislocations," a wood¬
cut is displayed of the apparatus as applied to
the forearm, and most honorable mention is made
of it, both in the chapters on fractures of the
radius and of both radius and ulna.
In Stimson's work on "Fractures," page 442,
the same woodcut is displayed, evidently copied
from Hamilton's work, and it is the only splint
shown for the treatment of fractures of the shafts
of both bones; yet, in reading his reference to it,
although commendatory, I am compelled to say
that this excellent author does not seem to com¬
prehend the great and important principles in its
use or application.
127 Euclid avenue.
A fresh outbreak of influenza is reported from
Copenhagen. Between Oct. 5 and 11 the num¬
ber of cases known to have occurred was 34.
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